Paraplegia after non-cervical spine surgery under general anesthesia is a rare devastating postoperative complication [1] . A patient with shoulder pain was scheduled for shoulder arthroscopy due to rotator cuff repair. Arthroscopic shoulder surgery was performed with the patient in the beach-chair. Postoperatively, patients complained the weakness of both lower leg and marked numbness and tingling in the both arms. MRI showed a herniated intervertebral disc between C6 and C7 with spinal cord compression. Despite urgent discectomy, the patient remained dysesthesia of both upper extremities for 6 months. The purpose of this report is to introduce our case with a paraplegia observed after arthroscopic shoulder surgery in beach-chair position because of acute cervical herniation.
Introduction
Paraplegia after general anesthesia is a rare postoperative complication. Mechanical or ischemic injury is ascribed to be the most common etiology [2] . We present a case of acute paraplegia after arthroscopic shoulder surgery in beach-chair position.
Case Report
A 53-year-old man with a 3-month history of increasing right shoulder pain was scheduled for right shoulder arthroscopy. His medication included amlodipine, atenolol, atorvastatin and metformin with history of controlled hypertension and diabetes mellitus.
He had no symptoms in the neck or opposite arm. Pre-operative laboratory findings were normal. On the airway examination, he showed no limitation in his neck movement. The patient's blood pressure was 130/80 mmHg before induction of anesthesia. Anesthesia was induced propofol 120 mg and rocuronium 50 mg and maintained with desflurane 4.0 -6.0 vol% in O 2 /N 2 O. The trachea was easily intubated without overextension of the neck. The patient was placed in the beach-chair position; his head was stablilized and the upper limb immobilized with the traction. The systolic blood pressure was maintained 90 mmHg and 140 mmHg during anesthesia. When the systolic blood pressure was 90 mmHg, phenylephrine 50 ug was given intravenously. Intravenous fentanyl 50 ug was administered 30 min before the end of surgery.
Arthroscopic subacromial decompression and rotator cuff repair was performed. The operation lasted 3 hours 30 minutes, and no complications occurred intraoperatively. The recovery process was smooth and the patient was transferred to ward.
About 2 hrs after anesthesia, the patient complained the weakness of both lower leg and marked numbness and tingling in the both arms. An emergency MRI showed aintervertebral disc herniation between C6 and C7 with spinal cord compression. No epidural hematoma or other abnormal were observed (Figure 1) . Judging from the clinical symptoms and MRI finding, the patient was diagnosed with paraplegia caused by cervical disc herniation. Several hours after the acute onset of paraplegia, the patient underwent urgent anterior approach with discectomy and anterior internal fixation. Muscle contraction of lower limbs was not observed immediately postoperatively. On postoperative day 1, muscle testing for the right leg was normal and left leg was fair. Muscle testing was normal for both legs on postoperative day 2. However, numbness and tingling in the both arms was sustained. Patient discharged at 40 days after shoulder arthroscopy. After 6 months, the patient remained dysesthesia of both upper extremities. 
Conclusion
In conclusion, paraplegia after non-cervical spine surgery under general anesthesia is a devastating complication, which often results in permanent disability or neurological deficit. We should pay attention to this complication for shoulder arthroscopic surgery. Excessive neck movement is believed to be triggering
